MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-039715

DEPARTMENT OF PUBLIC MEALTH AND WELFAREK — 5
DO NOT WRITE Regiatration District No. -___T__Z_;{_‘J___._Prlmury Registrarion Dil_rric! No Reglsirar's No. ___/_____2_____

AMENDED
ON THIS STUB =11 oy MOV 3 o 4an

T T + N nis B
1. PLACEOFDEATH ' + ~ IDJ0J 2. USUAL RESIDENCE (Where_dece.ud lived. 1 imtitution: Residence bafore

a. COUNTY MOIBQ/LL a. srArEm /i.AAOl.UILb' COUNTY J{OU)GJU_, &dmiasion)

b. CITY (If outside corporste limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

OoR . OR

oM fioat Plaina | week || ™" ipent Olaina Yo O NoB)
]o fér <. fdéSP’rT‘;AATEOOF (1f NOT in hoipltal. give Io:amm) Inside Limits d. STREET {If cunside, give |ccation) Reside on Farm
20450 iNsTITuTioN LAl pLG./U"JJ. Reat Home Yool No [ ADDRESS ﬁOUQJL fowte Yes X, No J

; 3. NAME OF DECEASED First Middla Last 4, DATE Month Day Yaar
3 (Type or print) . OF
fena May. Griamen pear Nogvemben 5, 1963

5. SEX ) &. COLOR OR RACE 7. Married XJ  MNever Married [] |8. DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

Ee_mﬂ.,t.e, ‘iDl . I " Widowed [1 Divorced [ /(g’ /7/‘ Ci l 2 5' Months Days Houra Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPUACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during;most of working life, even if rerir . N . . '
ousemiie "™ | Domestic Min. Wiew, Misrouhi USG

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Lnlznoun inknoum . il bent R. Criamen

15. WAS DECEASED EVER,IN U5, ARMED FORCEST 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown)| (If yes, give war or dares of sendd
AONeC (‘u beat, R. Grismen,lpeal P2fains, lio

INTERVAL EETWEEN

18. CAUSE OF DEATH (Enter only vne cause per lina -
PART 1. DEATH WAS CAUSED BY: . ON DEATH
. IMMEDIATE CAUSE [2) £ MS /4 ,
Canditions, if any, DUE TO (b) ; ﬂl m”
which gave rise to

above cause ({(a),
stating the under-
lying causa last, DUE TO (c)

PART II. OTHER SIGNIFICANT CONDIHONS CONTRIBUTING TO DEATH but not releted 1o the terminal PART IIl. If decessed was female was
la) there a pregnancy in last 90 daywn

C A’CZ :En;?};: o ' [O Yes LD No | [OJ Unknown

19. WAS AUTOPSY | 20a. ACCIDE SUICIDE HOMICIDE 30b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? . L. O | (m]
YES [J NO [ . e, ——

20c. TIME OF Hou Month, Day, Year I
INJURY a.m.

STATE FILE NUMBER

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

—
p.m. e

26d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J tarm, faciory, streef, office bidg., atc.)
NOT WHILE AT WORK [] —— ————

: / ’ her ’ e ff - )
21. 1 attended the deceased fro - - ' 10Mnd lost saw_p.o on_LLL

' I F) i h} m on the date saled above, and to the best of my knowledge, from the causes stated.
SR .
22c. DATE SIGNED

/643

{State)

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

L1/8/63 (hanel “H.LH Uenptenlr | Bitn. HJL,Q,UJ, TRMAD&UIL
4 ’ ADDRESS 25, DATE RECD. BY LOCAL REG. 26, ISTRAR" SlG'NA'IURE
fineaal Home,lteat Plaina,loy //- &- &3 ﬁaj}wu, éaa i —

[Licansed Embalmer’s Statament on Reverss Side)

BY AFFIDAVIT OF

ITEM NO.




T
. STATEMEN‘I’ BY I.ICENSED EMBALMER
'\qxi' - k« - &"n‘ A~ . dafT R Ny
\
| hereby cerlify that the body whose_‘ name is recorded on the reverse side of this certificate was embalmed by me,

s

or by : : Student Embalmer No.

. .. o
working under my personal supervision. Ty

Student T Signed.__" '//

Signature of Student Embalmer

“on

Licensed Embalmer No. /.[_/p

P, O. Address )/q‘byf-u /[Ma ,-b\..r-_

B T O L T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ll“l hls OWN HANDWRITING. ({Faiture to comply
- “with the above consmures grounds for revocation .of license).". ¢
. 3 if embalmed by a STUDENT, he also shall sign in, his OWN handwrmng
" "2 If shis body is not embalmed, fact should be so slaled above. =3 .




